Background/Aim: Urban Self-Employed Social Health Insurance (USSHIP), which is similar to Community-based health insurance schemes CBHI, USSHIP, is a package in the National Health Insurance Scheme NHIS specific but is not limited to self-employed individuals in Nigeria which has been rarely explored as instrument in financing healthcare in Nigeria. This study was aimed to assess the Willingness-to-Pay (WTP) for USSHIP and its determinants amongst the self-employed in Port Harcourt. Methodology: This was a cross-sectional descriptive study of 204 self-employed individuals selected from various trade association in Port Harcourt using semi-structured intervieweradministered pre-tested questionnaires. An iterative bidding approach of the contingent valuation method was used to elicit maximum WTP for the schemes. A multivariate logistic regression analysis was done to determine predictors to WTP. Data collected were analysed using the Statistical Package for Social Science (SPSS), version 23 software. Results: The results show that 89.7% were willing to enrol into the program; the median WTP for the scheme per person/per month is ₦300 ($0.83). The predictors of WTP were marital status, level of education and mode of payment of healthcare.
INTRODUCTION
The pattern of financing a nations' healthcare system is a determinant in achieving universal health coverage. The pattern illustrates the proportion of healthcare services that exist and its affordability by the masses. Most healthcare expenditures in developing countries are borne through OOP spending payable by healthcareseekers at the time and place of treatment.
In Nigeria, OOP contributes 70% of healthcare payments in Nigeria. In 2007, OOPs increased from 92.7% to 95.9% of private expenditure. This is regarded as one of the highest in the world. On an average, about 4% of households spend more than half of their total household expenditures on healthcare and 12% spend more than a quarter. For example, 15% of households studied in Southeast Nigeria experienced catastrophic payments [1] . OOP has remained the dominant mode of financing healthcare in developing countries [2] and a major limitation if an expensive healthcare service is to be accessed [3] .
The impoverishing effect of this health care financing mechanism for the poor and often rural population has been a source of concern in the countries of Africa. According to WHO, 150 million people globally suffer financial catastrophic shock each year, and 100 million are pushed into poverty because of direct payments for healthcare services [4] . This pattern of healthcare financing can lead to poor health seeking behaviors [5] and inequity [6] . At the threshold level of 40% of non-food expenditure, the poorest quintiles often experienced catastrophe [7] . OOPS does not give value for money and used to purchase mostly unessential services, thereby unnecessarily escalating healthcare costs [8] .
Urban Self-Employed Social Health Insurance (USSHIP) which is similar to Community-based health insurance schemes CBHI, USSHIP is a package in the National Health Insurance Scheme NHIS specific but is not limited to selfemployed individuals in Nigeria which has been rarely explored as instrument in financing healthcare in Nigeria, with certain limitations which includes; low capital start up base, small size of risk pool which will result to lower level of revenue mobilization, limited management capacity, isolation of complete benefits [9] . This is insurance program covering groups of individual with common economic activities run by the members specifically the self-employed through contributing some amount of money that is owned, designed, and managed by their members [9] . This translates as being a member of an association in your field or line of business, can register the members into the Urban Self-Employed Social Health Insurance Program. For example, Association for Hair Saloon Owners, Food
Vendors' or Restaurant Owners' Association or Taxi Drivers' Association, and Market Women Association etc. inclusively, individuals who are members of a socially cohesive group are free to join the program.
The schemes are not-for profit type of health insurance that has been used by poor people to protect themselves against the high costs of seeking medical care and treatment for illness. It is mainly financed by the contributions/premium regularly collected from its members [9] . USSHIP have the potential to provide financial protection for underserved segments within the population, minimizing the equity gap and reducing out-ofpocket spending, increase awareness regarding the value of insurance, building self-belief among participants through community control mechanisms, and enhancing utilization of the health care system [9] . USHIP can be elicited using the contingent valuation method (CVM). This method has been widely used to better understand the method to aid decision-making [1, 10] . This method valuates respondents use of value which is described as respondents' willingness to pay for the good because he/she will directly consume it. It also valuates the non-use or option value which is described as respondent's willingness to pay for the good not that he/she will directly consume it at present, but wants to be reassured that it exists in case s/he will need to consume it in the future.
Information about WTP for USSHIP can be used from a normative perspective and a behavioral perspective. The maximum WTP equals the compensating gain, i.e. the income reduction that would maintain a respondent's initial level of utility, if he or she were provided USSHIP coverage. From a normative perspective, it can thus be used as a direct measure of the monetary value of the USSHIP, for instance, in a cost-benefit analysis to inform policy makers about whether it will be socially desirable to provide the BHI to informal sector workers. From a behavioral perspective, demand curves constructed from the WTP results can inform policy makers about the trade-off between insurance coverage and cost recovery if the USSHIP were offered to informal sector workers in the market place. Findings from this result may further aid in deciding on insurance attributes and designing marketing strategies for the USSHIP self-employed.
This study aimed at assessing the willingness to pay for USSHIP and its determinants amongst self-employed in Port Harcourt. This will provide empirical information that can be used by stakeholders to devise a health insurance financing system that responds to the needs of informal sector (self-employed individuals) and increase equity in health services utilization.
MATERIALS AND METHODS
The study was carried out in Port Harcourt, which is the administrative and commercial capital of Rivers State, Nigeria [11, 12, 13] .
The informal sector in Port Harcourt harbors the small-scale and self-employed activities, which are mainly for generating employment and incomes [14] . The informal sector trading activities are attractive because they relatively need low capital, which in most instances come from personal savings.
The typical characteristics of self-employed individuals in Port Harcourt is that majority of the business owners have low education qualification, poor skills and lack of training in most cases. Although the informal sector is a chance for creating equitable proceeds for many individuals, most informal workers lack stable income, employments welfares and societal shelter [15] .
Study Design
The study utilized a descriptive cross-sectional study design with quantitative data collection method. This study design was utilized due to the data gathered came from from a pool of participants with varied characteristics and demographics known as variables such as age, gender, income, education, geographical locations, and ethnicity. The study population consists of groups of individuals with common economic activities (same trade/line of business) who are self-employed and earns his/her income through conducting profitable operations from a trade or business that he or she operates directly in Port Harcourt. Respondents who were working partly or fully within the formal sector were excluded from the study, this was to capture only individuals within the informal sector with no ties to the formal sector. The questionnaires were prepared by reviewing relevant literatures. Pretesting was done on 10% of the subjects at Obio-Akpor Local Government Area of River State. Data was collected by pretested, pre-coded and interviewer-administered questionnaires.
Sample Size Estimation
The sample size was calculated using single population proportion formula with the following assumptions, proportion 86%, which was obtained from a study done in the South East of Nigeria [1] . Using 5% margin of error at 95% confidence level, the sample size was 204 after considering 10% non-response rate.
Sampling Method
The sample was obtained using a stratified random sampling using proportionate size allocation technique. During the first stage, individuals that are self-employed plying the same trade and belonged to their line of business/trade association were identified as a stratum based on the name of the association. In the second stage, the total population of each individual stratum was identified via the list of members from each association identified to obtain a population fraction for proportionate allocation of the sample size. In the third stage the list of members from each association served as a sampling frame. A simple random sampling was employed via balloting to select eligible individuals from each stratum.
Study Variable
The dependant variable was willingness to enroll for USSHIP while the following factors were included in the model as independent variables: socio-demographic variables: age, sex, marital status, family size, number of children, socioeconomic variable: income, wealth, occupation, level of education, health and healthrelated factors (mode of payment, household member recently ill).
Data Collection Procedure
An iterative bidding approach of the contingent valuation method was used to assess the maximum willingness to pay for the schemes. In these methods, first, the good which is the social insurance program and hypothetical market is described to the respondents and then, they are asked to state the maximum amount they are willing to pay that starts by querying individuals at some initial naira value that keeps raising (or lowering) until the value which the respondent declines (or accepts) to pay. This was braced with questions that would elicit more information for those who do not pick a 'yes' for either the first or second option. This will enable respondents to pick lower amounts (as low as zero) or higher amounts (higher than the stated options in the. This final naira amount is interpreted as the respondent's WTP. The starting bid was stated at ₦1000. 
Scenario for

Data Analysis
The collected data were cleaned, coded, entered into Excel, transferred and analyzed using SPSS version 23-computer software package version 20. Principal Component Analysis (PCA) computed the wealth status of the self-employed individuals. This was done by using an asset based SES index which was developed from information on household ownership of assets such as; ownership of land, radio, car, television, air conditioner, bicycle, motorcycle, electric fan etc., were used to derive weights for the SES index. The SES index was used to differentiate the respondents into socio-economic groups.
ANOVA that is usually used to test differences among mean amongst more than two population tests was used to test for significant differences in the mean amount willing to pay across socioeconomic groups. A Tukey post hoc test was used to determine statistically significant comparison in the mean difference of WTP for self across socio-economic groups.
A univariate analysis using Chi-square test was used to establish significant associations between willingness-to-pay and determinants of willingness-to-pay such as socio-demographics (age, sex, marital status, and religion), socioeconomic characteristics (education, household size, number of children, head of household, main decision maker and main income earner) and mode of payment of healthcare (out-ofpocket). Results were considered significant with P-values of less than 0.05 at 95% Confidence Interval (C.I.). A multivariate analysis was done using binary logistic regression (forward likelihood regression) yielding adjusted odds ratio was concurrently done to determine the relationship between various independent variables that were statistically significant in determining the probability of a self-employed individual willing to pay for an urban selfemployed social health insurance program during the univariate test. Only variables with p<0.05 during the univariate and multivariate regression were considered statistically significant for the regression equation.
Non-parametric test using Kruskal Wallis was used to compare median difference across socioeconomic groups. Table 7 shows a pairwise comparisons of the means using Tukey's Honestly Significant Difference procedure which indicated only four statistically significant comparison in the mean difference of WTP for self across socio-economic status: Respondents in the poorest quintile had a significant difference of (Mean difference = ₦420.83 ($1.2 US) and ₦362.24 ($0.9 US)) higher mean WTP amount when compared with those in poor and rich quintile respectively, while those in the poor quintile had a significant (Mean difference = ₦-256.04 ($-0.7 US) and ₦-244.24 ($-0.6 US)) lower WTP amount when compared with those in the middle and richest quintile respectively. Other comparisons were not significant (p> 0.05).
RESULTS
Also the Tukey post hoc test revealed three statistically significant comparisons in the mean difference of WTP for self across socio-economic status when accounting for inflation.
Respondents in the poorest quintile had a significant mean difference of (Mean difference = ₦455.56 ($1.3 US) and ₦303.16 ($0.8 US)) higher mean WTP amount for household when compared with those in poor and rich quintile respectively, while those in the richest quintile had significant mean difference of (Mean = ₦339.42 ($0.9 US)) higher WTP amount for per household member when compared to those in the poor quintile. Other comparisons were not significant (p> 0.05).
In the Table 8a , no statistical significant association was observed between Age group, Sex, with Willingness-to-Pay (WTP). A statistical significant association was observed between marital status and educational level with WTP. Those that were either single, separated, divorced or widowed had a significant higher proportion (55.1%) compared to those that were married (44.9%) towards WTP (p=0.001). Also the odds ratio shows there was a negative relationship between marital status and willingness-to-pay, those who were either single, separated, divorced or widowed were less likely to express higher WTP amounts (OR= 0.38, CI= 0.21-0.38).
Those that had completed secondary education and below had statistically significant higher proportion (70.5%) compared to those who had tertiary education (29.5%) towards WTP (p=0.000). Also the odds ratio shows there was a positive relationship between educational level and WTP, those that had completed secondary education and below were more likely to express higher WTP amounts (OR= 3.97, CI= 1.84-8.57).
In the Table 8b , no statistically significant association was observed between number of children, size of household, income level (per month) and socio-economic status, with Willingness-to-Pay (WTP). A statistically significant association was observed between household status, main income earner and main decision maker with WTP. Those who were heads of the household had statistically significant higher proportion (79.5%) compared to those who were not heads of the household (20.5%) towards WTP (p=0.028). Also the odds ratio shows there was a positive relationship between being head of the household and willingness-to-pay, those that were not head of household were more likely to express higher WTP amounts (OR= 2.08, CI= 1.07-4.03).
Those who were the main income earner had statistically significant higher proportion (78.2%) compared to those who were not the main income earner (21.8%) towards WTP (p=0.026). Also the odds ratio shows there was a positive relationship between main income earners and willingness-to-pay, those that were not main income earner were more likely to express higher WTP amounts (OR= 2.06, CI= 1.08-3.95).
Those that were main decision maker had statistically significant higher proportion (78.2%) compared to those that were not main decision maker (21.8%) towards WTP (p=0.020). Also the odds ratio shows there was a positive relationship between the main income earners and willingness-to-pay, those that were not the main decision maker were more likely to express higher WTP amounts (OR= 2.14, CI= 1.12-4.08). In the Table 8c , no statistical significant association was observed between health seeking and Willingness-to-Pay (WTP).
A statistically significant association was observed between the mode of payment and household member recently sick with WTP. Those who made payments using out-of-pocket (cash and carry) had a statistically significant higher proportion (84.6%) compared to those that made installment payments (15.4%) towards WTP (p=0.002). Also the odds ratio shows there was a positive relationship between mode of payment and willingness-to-pay, those that made payment using out-of-pocket (cash and carry) were more likely to express higher WTP amounts (OR= 5.55, CI= 1.72 -17.88).
Also respondents who had no household member was recently sick had a statistically significant higher proportion (59.0%) compared to those had a household member recently sick (41.0%) towards WTP (p=0.004). Also the odds ratio shows there was a positive relationship between household member recently sick with and willingness-to-pay, those who had no household member was recently sick were more likely to express higher WTP amounts (OR= 2.44, CI= 1.32 -4.51).
DISCUSSION
Findings from this study indicated that most of the respondents were willing to join the scheme. This implies a high resource mobilization of the program by increasing the size of risk pool, which is an important factor for successful implementation. This high level of WTJ is consistent with those found in which showed a high level (87%) of WTJ CBHI scheme [16] . A much higher level of WTJ were found in similar studies in Ethiopia, 77.8% of the respondents are willing to join the proposed health insurance scheme, while 33% of the respondents did not want to join the scheme because they do not need health insurance [17] . In Iran were 98.6% of household heads are willing to join the proposed health insurance scheme.
A similar study on health insurance in Nepal showed that 71% were willing to pay for health insurance, while 21% were not disposed to join with reason ranging from lack of finances to pay for such scheme as the main barrier, it is the government's responsibility to finance the health insurance program and some of the respondents do not believe the government program because of past authenticity of not implementing the program and people thought the government only make policy but they don't implement it [18] .
The mean WTP per person per month was found out to be ₦539.22 ± 413.8 ($1.5US), while accounting inflation on the naira, the mean WTP per person per month was found to be ₦676.96 ± 491.6 ($1.9US). The mean WTP per person per month was found to be significantly higher for those in the poorest quintiles; there was a statistically significant difference among the means of the 5 quintiles of socio economic status (p<0.05). Implication of this findings given recent acceleration in health care cost as a result of a recessive economy and a sharp decline in real earnings of household, prospects for attaining resource generation that are significant relative to the total health cost are declining due to the decrease in purchasing power among the selfemployed witnessed in the study. Recognizing this low amount stated for WTP for USSHIP, which is insufficient to fund all the health cost for the scheme members, the government support for these schemes is highly recommended. This support can be in form of fiscal transfers or increased budget allocation to the health sector. The multivariate logistic regression revealed that educational level, mode of payment, and marital statuses were statistically significant with WTP for USSHIP. A higher level of education is assumed to be positively correlated with the purchase of any type of life insurance product, as it may raise the ability to understand the benefits of risk management and savings, but as well increase individual's risk aversion [20] . This evidence is dissimilar with findings from this study as those who had their highest level of education as secondary school and below were more likely to express higher WTP compared to those who had higher educational qualification (tertiary education). This study finding is in contrast with most literatures, studies in Africa, reported that people with higher educational status expressed higher WTP than those with lower educational status [1, 19, 21, 22] . This differential in evidence can be explained through an understanding on the pattern of schooling or characteristics of most self-employed individuals in the study area, where most of them couldn't complete their education to the tertiary level due to lack of finances, hence massive drop-out rates at secondary level which serves as coping strategies to enable them improve them and their household standard of living. This implies that even less educated individuals in the study area had sufficient purchasing power to consider prepayments for services that they thought they lacked at the time of the interview.
Findings from this study showed that those that were married expressed higher WTP. This implies that it is a socially accepted fact that irrespective of income level married people are more likely to be protective regarding their own life along with their spouse and children's life. So they would like to pay for some health insurance scheme than the unmarried counterpart. This is in agreement with findings in South Africa, where marital status positively affects the decision to own health insurance [23] . Also in an Indian study there was a positive relation between marital status and WTP value [24] . OOP has been found to have a delirious effect on households exposing them to impoverishment, due to catastrophic payment on healthcare [4] . Findings from this study showed that those making payments through OOP expressed higher WTP. This explains that people that incurred higher expenditures and paid by OOPs possibly better appreciated the pains of such payments and the need to protect the poor from such payments. This is in resonates with study in Eastern Nigeria where there was a positive relationship of previous healthcare expenditures and payments by OOPs to WTP [1] .
CONCLUSION
The premium price that prevailed in the time of the study was beyond the ability to pay for the majority of the self-employed individuals. In setting the premium price consideration with the ability and willingness-to-pay should be observed so as to ensure successful implementation of the scheme. If an effective introduction and implementation of such schemes is going to be achieved, the premium pricing system should consider the paying ability of these low income and informally employed groups of the society. Grant from government and donor agencies are also needed to support the implementation of the program to ensure affordability of the social health insurance program by the consumers (self-employed).
This study found that willingness to pay is not a consumer effective demand (individual ability to pay). Affordability of health insurance schemes is a crucial factor in enhancing willingness of selfemployed individuals to enroll in these schemes. It is important to increase flexibility of the scheme design, particularly to introduce innovative approaches of collecting premiums. Amongst the possible approaches that will cater for this purpose include allowing the clients to pay by installments or collecting contributions on monthly, quarterly, biannually or annually basis. This will enable those informal sector workers who earn little income to enroll into health insurance scheme. The premium setting should take in to account their income sources, while selective strategy to be included to support vulnerable groups in the within the association.
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